Abstract Black women in the USA have both a higher percentage of late-stage diagnoses as well as the highest rates of mortality from breast cancer when compared to women of other ethnic subgroups. Additionally, Black women have the second highest prevalence of cervical cancer. Many reports evaluating the cancer outcomes of Black women combine data on African-born immigrants and US-born Blacks. This categorization ignores subtle yet important cultural differences between the two groups, which may ultimately affect breast and cervical cancer screening practices. Therefore, this study investigated knowledge and awareness levels of breast and cervical cancer screening practices among female African-born immigrants to the USA residing in the Washington D.C. metropolitan area. Data were collected from 38 participants through key informant interviews, focus group sessions, and a sociodemographic questionnaire over a 3-month study period. Results suggest that fatalism, stigma, and privacy are among the major factors that affect the decision to seek preventative screening measures for breast and cervical cancer among this population. Additionally, the study implies that cervical cancer awareness is significantly lower among this population when compared to breast cancer. This study highlights differences between women of African descent residing in the USA and the need for continued research to increase understanding of the manner in which immigrant status affects health-seeking behavior. This information is critical for researchers, physicians, and public health educators aiming to design culturally appropriate interventions to effectively reduce the prevalence of breast and cervical cancer among female African immigrants living in the USA.
Introduction
African-American women in the USA have higher rates of mortality [1] and a higher percentage of late-stage diagnoses of breast and cervical cancer when compared to white, Hispanic-Latino, American Indian, and Asian women [1] [2] [3] [4] . Moreover, in comparison to these same ethnic subgroups, African-American women also have the second highest incidence [1] and highest mortality rate from cervical cancer [1] . In light of these disparities, concentrated evaluations of factors that reduce breast and cervical cancer screening are necessary to create effective programs that work to decrease the cancer burden experienced by African-American women.
Confounding this evaluation is that many reports of breast and cervical cancer data categorize African-born immigrants to the USA along with American-born Blacks [4] . This categorization ignores subtle yet significant cultural differences between the two groups that may have widespread effects on health outcomes [4] . In recent years, the USA has experienced a significant increase in the number of African immigrants residing within its borders [5] . The 2000 census estimated that 881,300 individuals residing in the USA were African-born immigrants [5] . By 2010, this number had reached 1,607,000 individuals [6] . With this rapid increase in African-born immigrants residing in the USA, it is imperative to develop successful outreach methods to provide more cancer screening among this group in order to increase early detection and treatment.
Research suggests that many differences exist between the cancer screening practices of American women and women who immigrated to the USA [7] . A survey administered in 2000 by the National Health Institute showed that women who had immigrated to the USA within the past 10 years were less likely to have had a Pap test and mammogram than any other US population group, including uninsured citizens [7] . Furthermore, previous literature has also asserted that among immigrants, age and language acculturation are significant predictors of self-perceived health status [8] . These differences in beliefs and practices further indicate that categorizing African-born immigrants to the USA along with American-born Blacks presents a skewed perspective of the data.
The limited research evaluating the cancer screening practices specifically of female African immigrants has suggested that access, cultural factors, spiritual beliefs, and familial influences are among the determining factors of knowledge and attitudes of African women who immigrate to the USA [9] . However, further research into this area is needed in order to develop a comprehensive understanding of the unique factors that affect this population. Therefore, this study was completed with the intention of supplementing the minimal available information regarding the breast and cervical cancer outcomes of African-born immigrants to the USA. Information to this regard is critical to developing applicable programs to effectively reduce the incidence and mortality from breast and cervical cancer among this population.
The Washington D.C. metropolitan area boasts one of the largest populations of African immigrants in the USA; with an estimated population of 114,000, Black African immigrants constitute 11 % of the total immigrant population in the area [10] . This high concentration of African immigrants makes it an ideal location to evaluate the unique situation of breast and cervical cancer of African immigrant women. Specifically, this study aimed to investigate the knowledge, perceived barriers, and frequency of breast and cervical cancer screening among African immigrant women residing within the Washington D.C. metropolitan area. Furthermore, this study aimed to determine the effects of cultural factors, spiritual beliefs, and familiar influences on breast and cervical cancer screening and to assess whether these beliefs vary with age.
Methods

Participants
After receiving approval from the University of Michigan's Health Sciences and Behavioral Sciences Institutional Review Board, participants were recruited through churches, community events such as fairs and picnics, and word of mouth. The study team approached approximately 60 community members to describe the study. Individuals who showed interest in participating were given further information and contacted later by the study team to schedule a focus group session.
The American Cancer Society (ACS) suggests that beginning in their 20s, women should have clinical breast examinations performed approximately every 3 years and that women should begin Pap tests no later than at 21 years of age [11] . The ACS also asserts that women 65 and over who have had at least three consecutive negative Pap tests and no abnormal Pap tests in the past 10 years may choose to stop having pap smears [11] . Consequently, participants were female, English-speaking, African immigrants ranging from 20 to 70 years of age.
Study Design and Setting
Data for this study were gathered from May 2012 to August 2012. Information was collected through the use of sociodemographic questionnaires, focus group sessions, and key informant interviews. Focus groups are discussions among four to ten individuals in which a moderator leads the discussion around a particular topic and encourages each participant to answer questions [12] . Additionally, focus groups utilize the group dynamics and allow participants to deeply explore topics together and provide a more comprehensive view of the selected topic [13, 14] . Key informant interviews are conducted with selected community members who are particularly knowledgeable about the research question as it pertains to the target population [15] . This method of data collection is useful in providing researchers with additional in-depth insight into the research topic and a more thorough understanding of the environment of the target population [16] .
Prior to partaking in the study, participants signed informed consent forms. The sociodemographic questionnaire was then administered to collect demographic information and assess general baseline knowledge regarding cancer screening practices. Following completion of the questionnaire, focus groups and key informant interviews were then utilized to gain more in depth insight of participants' beliefs and perceived barriers to engaging in breast and cervical cancer screening practices.
Focus Groups
In order to assess generational differences in knowledge and attitudes towards breast and cervical cancer screening, the focus groups were constructed by age. The younger groups ranged from 20 to 39, while the older groups ranged from 40 to 70 years of age. Focus groups were primarily held on weekends in the homes of willing participants as well as in churches following Sunday service. The focus group protocol assessed the varying cultural factors, spiritual beliefs, and familial influences that may play a role in the amount and quality of cancer screening care obtained. Sessions ranged from 45 to 60 min long, and at the completion, participants were compensated with $10 Giant Grocery gift cards. Six focus groups were held with a total of 35 participants.
Key Informant Interviews
In addition to focus group sessions, this study incorporated key informant interviews. Selected key informants had strong administrative affiliations with the African Women's Cancer Awareness Association, a local community-based organization, as well as Georgetown's Lombardi Comprehensive Cancer Center. Additionally, the informants were selected due to their extensive previous experience engaging within the community on matters of breast and cervical cancer screening. The study held one-on-one interviews with three key informants prior to holding the focus group sessions. The number of interviews was determined by the availability of staff and affiliates. The key informants also completed the sociodemographic questionnaire, and the interviews ranged from 45 to 60 min.
Results
Analysis
Information collected in the focus groups and key informant interviews was audiotaped and transcribed verbatim. Two coders from the research team then independently analyzed the transcripts. During analysis, the coders developed themes and evaluated the patterns that emerged. Due to the lack of available literature pertaining to African immigrant women and breast and cervical cancer screening, the research team employed studies performed among African-American women to guide their analysis. Existing literature suggests that fear, fatalism, and perceived benefits and barriers affect adherence to cancer screening among African-American women [17] [18] [19] . Additionally, lack of knowledge, low perceived risk, and health care cost are other factors that have been cited as contributing to reduced rates of cancer screening among African-American women [20] [21] [22] . After analyzing the transcripts separately, the coders discussed identified themes and came to a consensus. Information from the key informant interviews, focus group transcripts, and questionnaires was then triangulated and assessed for similarities and differences.
Demographics
The study included a total of 38 participants across the three key informant interviews and six focus groups. Fourteen participants fell within the 20-39-year-old age range while 24 women fell within the 40-70-year-old age range. Participants were from Ghana and other West African countries including Cameroon, Nigeria, Zambia, and the Ivory Coast ( Table 1 ). All participants self-identified as Christian. Sixty- eight percent of the participants were insured, while 16 % were uninsured and 16 % of participants declined to answer. A majority of the participants were full-time employees, and many were either 4-year or graduate degree holders. Lastly, the majority of participants reported an annual household income of between $40,000 and $74,999. This sample is closely representative of the demographics of the African immigrant population residing in the Washington D.C. metropolitan area. Ethiopians are the most prevalent African immigrant population in the area, followed by several West African countries including Nigeria, Sierra Leone, Ghana, Cameroon, and Liberia, respectively [10] . Additionally, the 2005 American Community Survey suggested that 42 % of African immigrants residing within the area had obtained a bachelor's degree or higher, and the median annual household income of the population was $53,000 [10] .
Key Informant Interviews
The key informant interviews highlighted areas for concentration during focus groups. Key informants suggested that age, education level, and insurance status were largely influential factors in determining where women obtained information on breast and cervical cancer. Informants suggested that younger and more educated women tend to obtain information from the Internet. Women with insurance were more likely to receive screening reminders and other information from their primary care provider. The informants acknowledged an increased awareness regarding breast cancer among the population; however, they also highlighted the fact that the area still has room for improvement, as one noted, "…[women] are talking about [breast cancer] but they're not comfortable talking about it. There's a difference when you talk about something with confidence and… when you talk about something with a whisper." Key informants indicated a difference in awareness levels regarding breast cancer in comparison to awareness regarding cervical cancer. Also, informants cited privacy, lack of transportation, and other priorities such as work, school, or familial commitments taking precedence over obtaining screening. Additionally, the negative effects of culture and religion on screening practices were alluded to during the interviews. Informants discussed experiences with women who described cancer as a curse and chose to avoid screening because of the belief that their religion would protect them. Furthermore, informants had interacted with women who did not receive screening because their spouse did not consent to the procedure, or they themselves did not feel comfortable exposing themselves as would be needed for the screening process. Data collected from the key informant interviews were used to guide the focus group discussions.
Focus Groups
Increased awareness was a prominent motivating factor for participants. Many women with insurance credited the routine reminders from their primary care provider, while other women stated that one cancer death or multiple cancer deaths in the community increased their awareness and motivated them to receive screening (Table 2) . For some women, experiencing a cancer screen firsthand served as a motivating factor to continue routine screening. Previously, these women avoided screening because of negative reports they had heard from friends and/or family members saying that screening was a painful process. Another theme that emerged as a motivator was experiencing a complication, such as a lump in the breast or vaginal pain, that led women to obtain a screen.
Countering the increases in awareness that motivated women to get screened, lack of awareness was a recurring reason many women cited for not receiving screening. This was particularly prevalent in regard to cervical cancer, where there was agreement across all focus groups that although breast cancer was gaining awareness, awareness of cervical cancer lags far behind. One participant commented, "People don't know what cervical is," implying that it is difficult to persuade women to receive screening for something they do not Table 2 Exemplar quotes You know, I've never had a mammogram; if it can kill this woman, I better go check myself out. People don't even know what cervical is … They believe in their religion, they believe in the absolute power of God almighty that it is not their portion. That word that it is not their portion. So as far as they're concerned, God will not allow them to be inflicted by breast cancer because it's not their portion. God will not give them that kind of cross to carry. …African women [aren't] that open to talking about things like that… because… if maybe somebody's mom had breast cancer… and she has girls, they might not come to [marry] one of those girls because they believe that since the mother had it that maybe… one of those girls might get it… so people… keep things quiet to protect their families…. … most of the time, if a woman is diagnosed with breast cancer and she ends up passing, it's… at her death that one will know that she was diagnosed with cancer…. … part of our culture kind of inhibits some… women from going [for a]
Pap smear because most… feel it's an invasion of… privacy especially if [with] a male doctor. For a female physician, most [women] don't mind, but when it's a male physician, they think it's an absolute invasion of their privacy… if I haven't complained about anything, what are you looking for? … [let] women know that just because someone is diagnosed with cervical cancer or breast cancer, it's not a passport to your grave…. Use the same language that they use, but the most important thing… to convey to them is that their health is important.
understand. Participants also discussed that symptoms of cervical cancer are frequently confused with or assumed to be menstrual symptoms, presenting another barrier to obtaining the proper treatment. Participants also discussed the difficulty of convincing community members to visit a physician for preventative measures, as the prevalent belief within the community is that physician visits should be reserved for when symptoms are present. Fear was a concept that surfaced often within the focus group sessions as well as the key informant interviews. Women mentioned both the fear of pain during screening and the fear of receiving a cancer diagnosis as reasons for avoiding screening. Participants in several groups stated, "What you don't know won't hurt you," in reference to avoiding cancer screening. The concept of fatalism also surfaced as women discussed the belief that a diagnosis of cancer would inevitably result in death.
Several religious and cultural factors were also cited as barriers to cancer screening. Women commented that it was not unlikely to hear the sentiment that a person's faith would serve as a protection from cancer, with several women referencing the common use of the saying, "It is not my portion." This saying is often used within the community to convey the belief held by many that once they have accepted God into their lives, He would protect their health and protect them from the development of cancer. Another sentiment that surfaced during the focus group sessions and interviews was the idea that cancer is perceived as a curse and therefore is often accompanied by stigma, shame, and the underlying belief that a woman must have done something bad to deserve a cancer diagnosis.
The issue of privacy was another common theme throughout the sessions. Privacy was discussed in reference to both the physical and social realm of many participants. Physical privacy was discussed in terms of the physical exposure required during a breast and/or cervical cancer screeningparticularly with a male physician. Concepts surrounding social privacy stemmed from the factors of stigma and shame mentioned above. Participants stated that due to the stigma, women in the community who did have cancer were reluctant to divulge their cancer diagnosis. Additionally, one woman described a fear that if a mother with daughters was diagnosed with cancer and the information spread through the community, then her daughters may then become stigmatized as well. For the younger group of women (20) (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) (31) (32) (33) (34) (35) (36) (37) (38) (39) , the issue of social privacy also extended to the process of obtaining cancer screening because of the close-knit nature of the African immigrant community. One woman detailed that after her most recent Pap smear, a family friend saw the participant leave the hospital and contacted her aunt, who then reported the information to the participant's mother. By the time the participant reached home, her mother was waiting to question her regarding her hospital visit. She went on to assert that following this experience, she received medical attention at a hospital 45 min away from her residence to ensure that she could avoid similar encounters.
Transportation and costs were also barriers discussed in the focus groups. Many women stated that they themselves or women they knew who were interested in receiving screening simply did not have the means to attend an appointment. Additionally, women who lacked insurance cover cited the cost of screening as a barrier.
Challenges
The most challenging aspect of the study was the recruitment process. Often, when recruiting participants at community events, the mere mention of the word cancer resulted in negative reactions. Reactions to recruitment efforts exemplify the stigma associated with cancer and the challenges posed by outreach within this population.
Discussion
The results of this study suggest that African-born immigrants to the USA experience similar motivators and barriers to obtaining cancer screening as American-born Blacks such as fear, fatalism, and lack of knowledge. However, there are also unique cultural and religious beliefs particular to the African immigrant population. For example, the concept of cancer being a curse and the need to obtain spousal consent and/or approval in order to receive screening were unique themes that emerged during the study.
Future Program Design
Both key informants and focus group participants suggested that an increase in community outreach efforts could help to both increase awareness and reduce feelings of fatalism. Specifically, women suggested that speaking for 5-10 min at regularly scheduled community events like picnics or parties would provide a large captive audience to disseminate pertinent information. Additionally, participants suggested that the use of cancer survivors in these outreach efforts would address the barrier of fatalism by showing women that "… cervical cancer or breast cancer is not a passport to your grave." Many felt that seeing a person of similar ethnic decent who had survived their battle with cancer would encourage women to receive screening.
Additionally, participants also suggested that programs use patient navigators to assist women who were diagnosed with breast cancer in adhering to the prescribed treatment plan. Moreover, patient navigators could play a role in bridging any potential language gaps between patient and provider.
Key informants acknowledged the efforts being made to produce cancer education materials in African languages; however, they emphasized that more work in this area is needed in order to accommodate the growing African immigrant population. This suggestion was made in reference to both linguistically appropriate materials for the varying African language as well as the consideration of more subtle cultural nuances. For example, one participant encouraged that those who work to increase rates of cancer screening should be well versed in Biblical scripture in order to effectively respond to those who cite their faith as a reason why screening is not necessary. The participant elaborated that those working in the community should be able to respond to such comments by citing scriptures that encourage individuals to care for the body that God has given them.
Expanding upon this idea, participants stressed the importance of emphasizing to African women that faith and medicine are not mutually exclusive elements. Women stated that it was not uncommon for women within the community who have received a diagnosis of cancer to choose prayer as a method of treatment rather than receive medical treatment. Participants suggested that cancer outreach programs should involve churches and if possible empower religious leaders within the community to become advocates of cancer screening and treatment. These leaders can then emphasize to their congregation that prayer and medical treatment should be combined to yield the best result.
Limitations and Significance
This was a small focused study with a small sample size and a limited number of participants' countries of origin. As a result, these results may be regionally specific and may only pertain to women who originate from West African countries. Additionally, the requirement for English-speaking participants and the study's small sample size may limit its generalizability to the greater population. Despite these limitations, this study is significant as it begins to shed light on the cancer outcomes specifically of female African immigrants to the USA. Furthermore, this study begins to evaluate the manner in which immigration status affects access to health care. Moreover, this study highlights the effectiveness of utilizing qualitative methods and collaborating with community organizations to improve health outcomes within this population. Information gathered from this study should be utilized to inform effective interventions as well as more tailored health programs.
